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About 2·6 billion people live in the Asia-pacifi c region, 
and it is one of the most dynamic regions in the world, 
with 60% of the world’s gross domestic product and 47% 
of world trade. The Asia-pacifi c region has increasing 
economic growth, rapid urbanisation and industrialisation, 
huge expansion of educational and scientifi c capability, 
and an increasingly infl uential voice in world aff airs. The 
region also faces many challenges, including frequent 
and destructive natural disasters, vulnerability to the 
eff ects of climate change, greatly increased rural-to-urban 
migration, and widening economic inequality. Profound 
demographic and epidemiological transitions are forcing a 
shift in focus to ageing populations, chronic and disabling 
diseases, and the rapidly developing fi eld of brain health.1 
All these challenges have direct implications for mental 
health; however, the mental health and social systems 
needed to respond to them are severely underdeveloped.

In November, 2014, the 26th Asia-Pacifi c Economic 
Cooperation (APEC) Ministerial Meeting in Beijing 
endorsed the Healthy Asia Pacifi c 20202 strategy and 
adopted the APEC Roadmap to Promote Mental Wellness 
in a Healthy Asia Pacifi c (2014–20).3 Mental health was 
identifi ed as a priority in the Joint Ministerial Statement4  
and in the Leaders’ Declaration.5 APEC is committed to 
improvement of research and data collection and to 
promote expanded public and private investment in 
mental health. 

The APEC focus on mental health is of great 
signifi cance, specifi cally because APEC is an economic 
forum. APEC leaders are aware that during the next two 
decades, the total global economic burden of chronic 
disease—including mental health—is estimated to be 
US$47 trillion and have seen that continued neglect 
of mental health constitutes a brake on economic and 
social development.6,7 This message is important for 

the fi nal stages in the development of the Sustainable 
Development Goals (SDGs), targets, and indicators. 

The targets set for the SDGs will profoundly aff ect 
decisions about priorities and investment by national 
governments, development agencies, international 
donors, non-governmental organisations, civil society 
organisations, and the private sector. FundaMentalSDG8, 
a global initiative formed for this purpose, is vigorously 
advocating inclusion of a specifi c mental health 
target and indicators,9–11 a position supported by the UK 
All-Party Parliamentary Group on Mental Health.6

The provisional health goal, “ensure healthy lives 
and promote wellbeing for all at all ages”, includes 
the proposed target 3.4 “by 2030 reduce by one 
third premature mortality from non-communicable 
diseases (NCDs) through prevention and treatment, 
and promote mental health and wellbeing”.12 Although 
reduction of premature mortality is an essential target, 
and halving of premature deaths (including death by 
suicide) by 2030 would be feasible,13 a growing concern 
for national governments is the disability burden 
attributable to non-communicable diseases (including 
mental disorders) and the costs that disabilities 
impose on health and social systems.14 To respond to 
this universal concern, disability resulting from non-
communicable diseases and mental disorders should 
be measured and reduced.15 These aims needs to be 
incorporated in a revised target 3.4. Measurement of 
progress towards whatever target is used by the UN will 
need substantial strengthening of the currently weak 
health information systems in low-income and middle-
income countries.16

Action to reduce the global disease burden attributable 
to mental disorders should include promotion of positive 
mental health and wellbeing, prevention and treatment 
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of mental disorders, attention to disabilities and human 
rights, prevention and control of non-communicable 
diseases, poverty reduction measures, and improvements 
in education, housing, and employment, with integration 
across these domains.17 Governments in the Asia-Pacifi c 
region are responding to these challenges and a coherent 
development architecture that can support intervention 
in complex systems18 is emerging (fi gure). 

Developments in Vietnam show that it is possible, 
even in a context of very limited fi nancial and 
human resources and great urban-rural and regional 
variations in poverty, to put in place a comprehensive 
suite of mental health and social system governance 
arrangements, foster leadership, and build evidence for 
policy and practice. A national strategy on prevention 
and control of non-communicable diseases is close 
to completion. A national mental health strategy, 
informed by the WHO Mental Health Action Plan19 and 
closely aligned with the national non-communicable 
diseases strategy, is being developed. The principles 
underpinning the strategy include protection of human 
rights, universal health coverage, a multisectoral and 
full life-course approach, community engagement, 
and evidence-informed policies and practice. The 
strategy will include action to develop national mental 
health law. On Nov 28, 2014, the National Assembly 
ratifi ed the Convention on the Rights of Persons with 
Disabilities. An increase in collaboration between 

the ministries of health and social aff airs will ensure 
that mental health, non-communicable diseases, and 
disability can be managed in a more integrated way in 
both institutional and community settings. Health and 
social system leadership is being built through both 
the Melbourne-based International Mental Health 
Leadership Program and a Vietnam-based leadership 
programme. To strengthen the quality of the health 
information system,16 the Ministry of Health approved 
the Health Information System Development Strategic 
Plan in 2014. A national survey of mental health and 
social aff airs services that will provide essential evidence 
for planning, monitoring, and evaluation has been 
completed, and a collaborative project that will build 
the capacity in Vietnam to measure annual burden of 
disease estimates is in early stage of development. 

The political leaders of APEC have expressed a clear 
will to act decisively on mental health and are ready to 
promote expanded investment for action. The inclusion 
of an explicit mental health target and indicators in the 
SDGs will strongly support achievement of the goals of 
the APEC Roadmap and will improve the lives of millions 
of people.
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Figure: A coherent health and development architecture
CRPD=Convention on the Rights of Persons with Disabilities. NCD=non-communicable diseases. SDG=Sustainable 
Development Goals.
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Despite increasing rates of diagnosis and treatment 
of mental state disorders, the burden of disability 
due to disorders such as major depressive, anxiety, 
bipolar, substance misuse, and psychotic disorders has 
not substantially decreased and might be increasing.1 
One potential reason for the insuffi  cient progress2 in 
reduction of the prevalence, duration, and associated 
disability of these mental disorders in the population 
might be that we have continued to neglect the eff ect 
of personality disorder at a population level.

Population-based epidemiological studies confi rm 
that personality disorder is common and is associated 
with substantial overall disability. Estimated prevalence 
rates for any personality disorder vary between 
countries: 4·4% in the UK,3 13·4% in Norway,4 and 9·1% 
and 21·5% in the USA.5,6 Cross-national prevalence data 
from WHO Mental Health Surveys for any personality 
disorder in western European developed countries 
yields an overall prevalence of 6·1% across samples 
(range of 2·4%–7·9%).7 Probable cases of personality 
disorder were associated with functional impairment in 
all 13 European countries surveyed, a picture consistent 
with US data.

Substantial clinical and population-based research 
shows that personality disorder is not only associated 
with chronic impairments in interpersonal and 
adaptive functioning,8,9 but also that it predicts poor 
outcomes in diverse psychiatric comorbidities, and poor 
engagement in and adherence to treatment.10 Although 
substantial progress has been made in the treatment 
of borderline personality disorder, treatment of this 

disorder has rarely resulted in demonstrable change 
in functional capacity in patients.8,9 Additionally, little 
attention has been paid to treatments for other forms 
of personality disorder.

The covert eff ects of additional disability and morbidity 
due to personality disorder are underscored by the fact 
that personality disorder is one of the most common 
comorbidities in clinical practice. 

For example, about half of patients receiving 
treatment for common mental state disorders—namely, 
major depression and anxiety—also suff er from a 
comorbid personality disorder.11 Some of the persistent 
dysphoria, anxiety, unhappiness, and disability 
experienced by many individuals who seem to be 
partial responders to treatment or treatment resistant 
might be due to the personality factors that serve as 
predisposing or perpetuating factors for their distress. 

There is also potentially a substantial, and yet 
covert role for the eff ect of personality disorder on 
medical comorbidity. Although those with mental 
disorders commonly also suff er from co-occurring 
chronic physical illnesses, personality disorder has 
not been thoroughly investigated as one of these 
disorders. Population-based epidemiological research 
has shown that individual personality disorders are 
associated with an increased risk of a range of physical 
health comorbidities (eg, adjusted odd ratios for 
associations between borderline personality disorder 
and cardiovascular disease range from 1·47 to 7·2),12–14 
similar to the association seen between depression 
and cardiovascular disease. 

Personality disorder and population mental health
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